calcinosis. It is found mainly at the insertion of the supraspinatus tendon.
Eight patients in the study group had fine linear tendon calcification. This calcification is supposed to be made of calcium pyrophosphate dihydrate crystal deposits, inasmuch as their morphology is similar to that observed in other tendons with typical CPPD crystal deposits.2 However, the prevalence in the supraspinatus tendon is twice that in the Achilles or quadriceps tendons2; this could be because of repeated strains due to the great mobility of the shoulder joints.
Dense homogeneous tendon calcification may be considered to result from apatite deposits,"2 which are the most common cause of calcifying tendinitis of the shoulder. This was more frequent, but not significantly so, in the study group than in the control group; further radiological studies are needed to see whether apatite deposition disease could be associated with articular chondrocalcinosis. To achieve maximum sensitivity and to avoid excessive radiation exposure, Ilford rapid R film was used for the knee x-ray examinations, and X-6-Mat RP-X-RPI for the pelvis.
Data were avilable on 100 patients (31 men, 69 women) aged from 65 to 97 years (mean (SD) 79-4years (6-6)). None of the patients had haemochromatosis or hypercalcaemia.
Thirty-four patients had intra-articular chondrocalcinosis; 25 had changes at the knee. The prevalence rose from 15% (3 out of 20) in those aged 65-74 to 36% (20 out of 55) in those aged 75-84, and to 44% (11 out of 25) in patients aged from 85 to 97 years.
Quadriceps calcification at the tendinous insertion was seen in 54 patients. The prevalence increased from 20% in patients aged 65 to 74 years to 60% in those aged 75 to 84, to 64% in those aged 84 to 97.
Fifty patients had evidence of patellofemoral degeneration. In 13 patients the changes were mild, in 27 patients moderate, and in 10 severe. In 17 cases radiographs showed no other abnormality-that is, degeneration was isolated. The 
